Late complications affecting various intrapeivic structures may occur following total hip replacement in association with medial displacement of bone cement into the pelvis. We describe here what we believe to be the first report of a colocutaneous fistula occurring as a result of this problem, and discuss the possible causes.
Case report A 58-year-old woman was admitted with fever and a discharging hip sinus. She had suffered from seropositive rheumatoid arthritis (RA) since the age of 24. Severe erosive disease developed and systemic steroids had been given from 1950 onwards. In 1963 she underwent a right McMurray osteotomy, the first of many orthopaedic procedures. A right McKee total hip replacement (THR) followed in 1967 and in 1970 a left Charnley THR.
In 1976, increasing pain and stiffness developed in the right hip prosthesis. Investigation suggested low-grade infection and she was treated with antibiotics. She did not improve and in 1978 the right hip arthroplasty was revised with a Charnley prosthesis. It was noted that the acetabular component had migrated medially and was loose but surrounded by considerable fibrosis. When this component was removed, a 1.5 cm diameter defect was seen in the acetabular floor, which was therefore reinforced with a tantalum gauze cage. A persistent discharging sinus developed in the wound associated with an intermittent fever. This was attributed to septicaemia, although no consistent organism was isolated from the blood, and later that year the femoral component was removed. At operation, the acetabular component had to be left in situ as it could neither be seen nor felt. The sinus tract was seen to avoid the acetabular component, ending blindly at the neck of the femoral component.
Postoperatively, however, the wound continued to discharge intermittently and the patient became increasingly disabled. Over the next two years she suffered repeated attacks of septicaemia requiring antibiotics and became bedbound. On the basis of cultures from the discharge, long-term antibiotics were given. The cultures grew Staphylococci and Streptococci most commonly, with occasional anaerobes. Gram-negative organisms were not cultured consistently at this stage. A sinogram was performed in 1980 but showed no communication with either the acetabular component or the pelvis. In February 1984 she was admitted with a further septicaemic episode. The volume of sinus discharge had also increased and she had noticed that it had become brown, bubbling and offensive.
Cultures of the discharge grew E. coli, Strep. faecalis and Bacteroides fragilis and a sinogram ( Figure 1 ) demonstrated a connection from skin to the sigmoid colon. A laparotomy was performed. At operation the sigmoid colon was adherent to cement around the right acetabular component. A partial sigmoid resection was carried out as it was tightly adherent to the prosthesis which itself was immovable. An end sigmoid colostomy was fashioned and the fistulous tract closed.
Postoperatively fever continued and she became increasingly unwell, requiring intravenous nutrition. She developed a deep venous thrombosis and later pulmonary oedema. Despite treatment, she continued to deteriorate and died in early March 1984.
Post-mortem examination revealed cement and prosthesis protruding into the pelvis to lie across the right ureter, causing a hydroureter and hydronephrosis. The various suture lines were intact. No actual abscesscs were found anywhere around the prosthesis. Other features were a soft spleen with neutrophil infiltration consistent with septicaemia, renal, hepatic and splenic amyloidosis and pulmonary oedema.
Discussion
In a recent paper, Awbrey et al. (1984) reviewed the literature on late complications from intrapelvic bone cement following THR. Involvement of most pelvic structures has been described. Kumar & Jowett (1984) have recently reported a late caecal fistula following hip arthrodesis, but we believe the present case is the first report of an intestinal fistula complicating total hip replacement.
The cause of the fistula was multifactorial. Although infection presumably played a part in the persistence of the sinus, it is of interest that at post-mortem there was no abscess formation around the prosthesis and that earlier in the illness a sinogram had shown no communication with the acetabular component. This suggests that softtissue erosion over the prosthesis of a mechanical rather than infectious nature may have contributed to the pathogenesis, as noted by Awbrey et al. (1984) in their patient. This was also thought to be the cause in two reports of arthrovesical fistula (Camer 1982 , Frazier & Edelbrock 1980 . Long-term steroid therapy encouraged the softtissue atrophy in addition to any effect it may have had on delayed wound healing or predisposition to infection. With regard to the latter, it is interesting that Poss et al. (1976) found little difference in the overall infection rate for RA compared to osteoarthritis following THR in conjunction with preceding steroid therapy: although 41 of 265 RA patients were on steroids, none had infections. Other series have documented an increased risk of infection in this situation (Charnley 1972 , Arden et al. 1970 . The presence of marked protrusio acetabuli prior to THR in this patient was an additional factor increasing the risk of damage to pelvic organs.
The immediate insertion of cement is associated with an exothermic reaction and this is a cause of soft-tissue damage in the early postoperative period (Charnley 1979) . In contrast, later medial migration of bone cement into the pelvis is generally thought to be of less consequence, since protection for intrapelvic structures is normally provided by the iliopsoas (Greenspan & Norman 1978) . Our case illustrates that where the situation is complicated by factors which aggravate softtissue atrophy, there is a significant risk of fistula formation with major pelvic structures. Taken in conjunction with other reports of similar complications this seems to indicate that, in the long term, medial migration of pelvic bone cement may not be as benign a phenomenon as was previously thought.
Hepatoceliular carcinoma masquerading as malignant teratomal B Gorman MRCPI FRCR2 P Bryne MRCP FRCR 0 Khani MD PhD Department ofRadiology The London Hospital, London El JBB A case of hepatocellular carcinoma is reported with clinical, radiological and pathological features similar to those of a malignant teratoma. The problem of a differential diagnosis is discussed. It can be resolved by the use of specific histological techniques.
Case report
A 22-year-old seaman was admitted with pyrexia, dyspnoea and pleuritic chest pain. A chest radiograph showed bilateral basal consolidation, multiple opacities in both lung fields, and a large mediastinal mass. CT scan confirmed the chest radiograph findings, and showed multiple low attenuation lesions within the liver, consistent with metastases. Ultrasound showed multiple, well-defined echogenic foci within the liver (Figure 1 ) and a liver biopsy under ultrasound guidance revealed a small-cell anaplastic tumour. As the serum alphafetoprotein level was grossly elevated (15 000 units), it was felt that in this age group malignant mediastinal teratoma with liver metastases was the most likely diagnosis.
Chemotherapy was started using high-dose cisplatinum, bleomycin, and VP 16. The expected response, as monitored by a fall in serum alphafetoprotein, did not however occur after one month on this regimen. His clinical condition deteriorated, and he developed a right-sided 'Accepted 20 June 1985 2Present address: The Mayo Clinic, Rochester, Minnesota, USA
